Cross-sectional study
R aising the level of collaboration among health professionals has been considered one of the best strategies in response to calls for greater comprehensiveness, continuity, and efficiency in our healthcare systems. Interprofessional collaboration also seems to be indispensable in the current environment, which is characterized by an emphasis on improving performance, growing use of technology, and ever greater complexity. 1 One of the expected results of interprofessional collaboration is improved patient outcomes. 2 This improvement can be explained by the 2 aspects of interprofessional work that determine the intensity of collaboration: the degree of coordination between professionals and the degree to which clinical activities are shared. 3 On the one hand, a team that collaborates has the ability to create links in space and time between the many specialized but interdependent activities of its various professionals, thereby maximizing the convergence of various types of contributions and minimizing process interferences or breakdowns. 4, 5 Some studies have found relationships between the level of coordination and patient outcomes, such as the length of stay, 6, 7 patient satisfaction, 8 quality of care, 6, 8 unexpected death rate, 9 and postoperative pain. 6 On the other hand, in theory, the sharing of clinical activities in the form of information and decision making makes it possible for interventions to be more holistic 10, 11 and better focused on patient needs. 12 In addition, when clinical decision making is shared, all of the team's professionals commit to team decisions. 1 On the basis of these mechanisms for coordinating and sharing clinical activities, interprofessional collaboration is assumed to generate positive outcomes for patients. The goal of this study is therefore to determine the effects of the intensity of interprofessional collaboration on 4 patient outcomes: level of satisfaction with the care and services received during hospitalization, degree of uncertainty with respect to the information received, adequacy of pain management, and length of hospital stay.
Background
With regard to patient satisfaction, some reviews of literature have noted that interventions that sought to implement a higher level of collaboration between the members of a team produced higher levels of patient satisfaction. 13 Patient satisfaction or the emotional and cognitive evaluation of the performance of healthcare providers based on prior experience 14 is one of the desired outcomes of care. 15 According to the literature, satisfaction is determined by patient characteristics and expectations, which in turn depend essentially on prior knowledge and experience. 14, 16 Studies have therefore demonstrated a link between the satisfaction expressed by the patient and his or her age, 17, 18 educational level, 17, 18 and state of health 18Y20 as well as the intensity of his or her pain. 18, 19 Organizational characteristics also play a role: The type of hospital (teaching or nonteaching hospital) 19 and the type of room (the number of beds in the room) 20 have also been associated with patient satisfaction.
Another finding that may result from the coordination and sharing of clinical decisions is a reduction in the level of uncertainty experienced by patients. Uncertainty or ''the inability to structure meaning'' 21(p225) occurs when the patient cannot draw on a cognitive framework in the interpretation of events related to his or her illness, treatment, or hospitalization. 21 Studies have shown that the element exercising the greatest influence over the uncertainty experienced by a patient is the team of health professionals who interact with the patient. 22 Professionals are therefore in a position to reduce or even prevent patient uncertainty by how they structure the information they provide and work to reinforce the patient's trust in their clinical judgment. 21 Studies have also shown that patient uncertainty is influenced by individual patient characteristics such as educational level, 23 the severity of the illness, the patient's specific diagnosis, and his or her social support. 22 It has also been observed that other individual characteristics such as the patient's sex and age have no effect on the level of uncertainty experienced. 23 The interprofessional team approach also plays a key role in managing the patient's pain. 24 Pain is the result of a complex interaction between physiological, psychological, social, and other factors, which is why different professionals' perspectives on evaluating and treating pain are required for pain management to be adequate. Now, pain management is considered an indispensable part of the quality of care offered in hospitals, given the large percentage of hospitalized patients who experience pain. According to the World Health Organization, 25 pain management is considered adequate when the strength of the prescribed analgesics is matched with the intensity of pain reported by the patient. On this point, various studies have found that the pain management provided is inadequate to the task in 17% to 82% of cancer patients.
26Y30
Studies have shown that whether pain management is adequate is influenced by factors such as the patient's age, 27, 28 sex, 27 physical condition, 27, 30 and disease phase 28Y30 ; the physician's ability to manage cancer-related pain 30 ; and whether or not the patient was treated by a pain physician during the hospital stay. 29 Another indicator often used in the research on interprofessional collaboration is the length of hospital stay because it is presumed that providing more appropriate and better coordinated care will reduce the length of a hospital stay. However, the empirical evidence on this point is still very limited. 31 As with the other outcome variables, length of stay is influenced by organizational and patient characteristics. It has been shown that factors such as hospital size, hospital type (for profit, nonprofit, or government), use of discharge planning, severity of the patient's illness, and patient age influence length of stay.
32,33

Conceptual Framework
The effect of the intensity of interprofessional collaboration on these 4 patient outcomes is illustrated by the Quality Health Outcomes Model proposed by Mitchell et al. 34 This model, inspired by Donabedian's model of quality of care, presents patient outcomes as the result of a clinical intervention (a process) and a relationship influenced by patient characteristics and structural characteristics of organizations. As shown in Figure 1 , intensity of interprofessional collaboration in its interaction with organizational and individual patient characteristics is expected to affect satisfaction, uncertainty, pain management, and length of hospital stay.
n Hypothesis On this basis, our research hypotheses are that when compared to patients treated by teams featuring a low intensity of interprofessional collaboration, patients treated by teams featuring a high intensity of interprofessional collaboration will (H1) be more satisfied, (H2) experience less uncertainty, (H3) have more adequate pain management, and (H4) have shorter hospital stays.
As shown in Figure 1 , these 4 hypotheses were tested by taking into account the interaction of the organizational and patient characteristics discussed in the literature.
n Methods These hypotheses were tested using a comparative design.
Sample and Setting
The study was conducted in a Spanish university hospital that provides tertiary care. It is a privately run, nonprofit hospital of 450 beds.
THE PROFESSIONALS
The sample of professionals is composed of 34 physicians, residents, and nurses (a response rate of 82.9%) working in 4 oncology and hematology teams in the following programs: (1) gastrointestinal tumors (1 physician, 1 resident, and 7 nurses); (2) head, neck, and lung tumors (1 physician, 1 resident, and 6 nurses); (3) melanomas and sarcomas (1 physician and 7 nurses); and (4) malignant blood diseases (1 physician, 1 resident, and 7 nurses).
THE PATIENTS
The sample of patients consisted of the 312 patients: 145 patients in the gastrointestinal tumors program; 93 in the head, neck, and lung tumors program; 30 in the melanomas and sarcomas program; and 44 in the malignant blood diseases program. These were the patients who agreed to participate in the study out of a population of 380 patients (response rate of 82.1%) hospitalized during an 8-month period. The inclusion criteria were receiving an oncological treatment from 1 of the study's 4 teams, being able to understand Spanish, and being able to answer questions from the questionnaire. Patients transferred to or from another care team during their hospital stay were excluded from the study. The 312 patients satisfied the sample size criteria calculated by PASS 2000 software (! = .05, $ = 0.15, power = 80%).
Instruments
We began by measuring the intensity of interprofessional collaboration among the professional members of the teams using the Spanish version of the Intensity of Interprofessional Collaboration questionnaire. 3 The questionnaire consists of 16 statements assessed on a 5-point Likert scale. The mean score for the intensity of interprofessional collaboration on each team, calculated from the mean scores for all professionals, can therefore vary from 1 (least collaboration) to 5 (most intense collaboration). The psychometric characteristics of this questionnaire were evaluated in a prior study. 35 A principal components factor analysis with Promax rotation demonstrated the existence of 4 factors that explained 61.47% of the variance. The Cronbach ! coefficient was .907, and the Pearson correlation coefficient between the Spanish instrument and another instrument measuring the same phenomenon was 0.718. Items on the questionnaire dealt with issues such as information sharing, a common care plan, collaboration on patient follow-up, sharing of clinical Figure 1 n Application of the Quality Health Outcomes Model.
responsibilities, and coordination of clinical activities among different professional groups.
Patient satisfaction was measured in 7 of the 10 dimensions of the Press Ganey Inpatient Survey questionnaire. The 34 statements in this questionnaire are assessed on a 5-point Likert scale. The mean satisfaction score for each participant therefore varied from 1 (least satisfaction) to 5 (greatest satisfaction). The questionnaire was translated into Spanish, and the translation was validated by Miceli. 36 The Spanish version demonstrated good psychometric properties for construct validity, internal consistency (Cronbach ! of .98), and convergent validity. 36 Uncertainty on the part of patients was assessed with the Mishel Uncertainty in Illness Scale for Adults questionnaire by Mishel. 37 This questionnaire has 29 statements assessed on a 5-point Likert scale. The mean score for each participant could vary from 1 to 5, with higher scores indicating greater uncertainty. This questionnaire, translated into Spanish and analyzed for internal consistency, provided a Cronbach ! value of .92. 38 The adequacy of pain management was assessed using the Pain Management Index (PMI). 27 The PMI is a validated method for assessing the adequacy of pain management and represents the difference between the highest level of analgesics prescribed to the patient during the hospital stay and the greatest intensity of pain felt by the patient during this same period. The PMI can vary between +3 and j3. A PMI greater than or equal to zero indicates adequate pain management, whereas a negative PMI reflects inadequate pain management. Data on pain intensity and prescribed analgesics were obtained from the patient's electronic record. In the hospital where the research was conducted, pain intensity among all patients is systematically assessed on an analogical visual scale either every 24 hours (when their pain is 0) or every 8 hours (when they are in pain). Data on the length of hospital stay were obtained from the hospital's administrative database.
Finally, the data on organizational and patient characteristics presented in Figure 1 and introduced into the analyses as covariates were obtained from sociodemographic questionnaires, the patient's electronic record, and the hospital's administrative database. These data concerned the age and experience of team members and the patient's age, sex, educational level, self-reported health status, and intensity of pain, as well as the consultation of a pain physician, the existence of prior hospitalizations, type of room, socioeconomic status, reason for hospital admission, tumor stage, and number of comorbidities (see Figure 1 ).
Procedure
The principal investigator spoke personally with professional members of the study's 4 hospital teams. During this meeting, the professionals were informed of the nature of their participation, and they received a preaddressed stamped return envelope with the consent form and the questionnaire measuring intensity of collaboration.
Furthermore, the patients were personally contacted the day before their discharge to present the study and invite them to participate. At the same time, patients who agreed to sign the consent form received a document containing the sociodemographic questionnaire, the questionnaire measuring satisfaction, and the questionnaire measuring uncertainty. This document was collected the next day (the day of their discharge). Data from the patients' electronic records, hospital administrative records, and Diagnosis-Related Group (DRG) calculation software were provided directly to the researcher by the hospital's computer services department.
Data Analysis
First, we developed 2-factor analysis of variance (ANOVA) models and analysis of covariance (ANCOVA) models to determine the existence of an effectVeither a main effect or an interacting effect with the intensity of interprofessional collaborationVcaused by each covariate on each outcome. Then confounding variables demonstrating a significant effect at the critical level of 0.05 were selected and introduced into a multifactorial ANCOVA or ANOVA model. These models incorporate each outcome variable as a dependent variable, the study's explanatory variable (intensity of interprofessional collaboration) as a factor, and covariates as covariables (for the interaction of continuous variables) and/or factors (for nominal or ordinal interaction variables). Given the unequal sample sizes, the analyses were based on ANOVA type III models. Second, when interaction effects were observed, an analysis of the intensity of interprofessional collaboration factor was performed using the Bonferroni procedure. The analyses were performed on SPSS 13.0 statistical software.
Ethical Considerations
This study received approvals from the Ethics Committee of the University of Montreal as well as the ethics committee at the hospital where the research was conducted.
n Results
The results are presented according to 2 stages of analysis. The first stage, in which the unit of analysis was the professional, involved assessing differences in the intensity of interprofessional collaboration among the 4 teams. The second stage, which used the patient as the unit of analysis, consisted of assessing the effects of the intensity of collaboration on the 4 patient outcome variables. Table 1 presents a description of the 4 teams studied. The ANOVA models demonstrated that the 4 teams were homogeneous in terms of the professionals' age (P = .235) and experience (P = .313), which is why these variables will not be used in subsequent analyses.
Intensity of Interprofessional Collaboration
With respect to our variable of interest, intensity of interprofessional collaboration, teams A and C presented similar results, as did teams B and D, so we created a ''high intensity of collaboration'' group and a ''low intensity of collaboration'' group and then performed a t test to assess differences in the intensity of professional collaboration. The t test revealed statistically significant differences between the 2 groups (t = 3.711, P = .001).
Analyses of the normality and homogeneity of variance confirmed that the data were normally distributed and that the variances of the 2 groups were equal. Table 2 presents the patient characteristics for the study's 2 groups, and Table 3 provides a description of the study's 4 outcome variables.
Patient Outcomes
HYPOTHESIS 1
In testing the first hypothesis, we developed 2-factor ANOVA and ANCOVA models to determine the existence of an effectVeither a main effect or an interacting effect with the intensity of interprofessional collaboration factorVof each has a main effect on the mean patient satisfaction, whereas the patient's level of education has an interaction effect with the intensity of interprofessional collaboration (F 3,300 = 4.543, P = .004).
On the basis of these results, the data were used in a 3-factor ANOVA 2 (intensity of collaboration) Â 4 (educational level) Â 2 (self-reported health status) model. The final model suggested the existence of a triple interaction (F 3,291 = 4.699, P = .003). To interpret this triple interaction, we broke it down into 2 single first-order effects that we tested with a 2-factor ANOVA 2 (intensity of collaboration) Â 4 (educational level) model conditioned by self-reported health status. The results suggest a statistically significant double interaction effect in the group of patients reporting a fair, poor, or very poor state of health (F 3,174 = 7.622, P G .001), whereas the interaction effect was not found to be statistically significant (F 3,117 = .462, P = .709) in the group reporting a good or very good state of health.
For patients reporting fair, poor, or very poor health, comparisons made through the Bonferroni procedure revealed statistically significant differences only in the group of patients with university degrees (P G .001) (see Table 4 ). In this group, the difference in mean satisfaction between those cared for by a high intensity of collaboration team and those cared for by a low intensity of collaboration team was 0.501 (confidence interval [CI] 95%: 0.286Y0.715).
HYPOTHESIS 2
As for the ''uncertainty'' variable, results from the ANOVA and ANCOVA analyses indicate that among the covariates studied (age, educational level, reason for hospital admission, number of comorbidities, and tumor stage), only ''reason for hospital admission'' (either hospitalization to receive a programmed cycle of chemotherapy/radiotherapy or hospitalization for reasons other than the administration of chemotherapy or a first hospitalization) had a main effect on the patient's reported level of uncertainty (F 1,302 = 12.481, P G .001). According to the results of the 2-factor ANOVA 2 (intensity of collaboration) Â 2 (reason for hospital admission) model, controlling for the variable ''reasons for hospital admission,'' patients cared for by a team with a high intensity of interprofessional collaboration presented a mean uncertainty of 0.138 (CI 95%: 0.002-0.275) points less than those cared for by teams with a low intensity of interprofessional collaboration (F 1,302 = 3.985, P = .047) (see Figure 2 ).
HYPOTHESIS 3
Results from the 2-factor ANOVA and the ANCOVA models of the hypothesis on adequacy of pain management as a dependent variable suggest that of the covariates studied (age, sex, self-reported health status, tumor stage, number of comorbidities, and consultation with a pain physician), only the variable for the patient's sex (F 1,291 = 6.246, P = .013) had a statistically significant main effect on adequacy of pain management (pain management tends to be more successful with men). The 2-factor ANOVA 2 (intensity of collaboration) Â 2 (sex) model suggests that the intensity of interprofessional collaboration also has a statistically significant main effect (F 1,291 = 5.912, P = .016) on the adequacy of pain management. The teams featuring a high intensity of collaboration were able to manage pain well for 92.6% of their patients (CI 95%: 87.9%Y97.3%); this figure falls to 82.7% (CI 95%: 76.3%Y89.2%) when intensity of interprofessional collaboration is low (see Figure 3) .
HYPOTHESIS 4
At this stage, only the patients hospitalized to receive chemotherapyVDRG 410Vwere introduced into the analyses, with a total of 218 participants. Given that the dependent variable is length of stay, the selection of patients with the same DRG would guarantee, as much as possible, the homogeneity of the 2 groups being compared. Results of the 2-factor ANOVA and the ANCOVA models reveal that none of the variables (age, sex, number of comorbidities, intensity of pain, or socioeconomic status) had an effect on the patient's length of hospital stay. Given this absence of any effect, the difference in length of stay for the high intensity of collaboration group versus the low intensity of collaboration group was then calculated with a t test, which also showed no statistically significant difference (t = 1.535, P = .217). Finally, the evaluation of externally studentized residual (t i ) plots and the Bonferroni procedure (! = .10), carried out for each ANOVA and ANCOVA model, did not reveal outliers. Further, the plots of studentized residuals against fitted values and the modified Levene test always confirmed the presence of homogeneous variances.
Internal Consistency of Measures
It should also be mentioned that the measures demonstrated good internal consistency, with a Cronbach ! of .815 for intensity of collaboration, .995 for satisfaction, and .787 for uncertainty.
n Discussion First, we would underscore the fact that the gap in the intensity of interprofessional collaboration between the 2 teams in the high intensity of collaboration group versus the 2 teams in the low intensity of collaboration group does not constitute a very large difference (0.5 point on a scale of 1Y5). This suggests that even small differences in intensity of interprofessional collaboration have a real effect in the form of observable patient results, and this alone constitutes a major finding for this study. This finding carries a strong message for clinical practice: even a small improvement in the intensity of interprofessional collaboration can have a significant impact on variables as important as pain management.
Results for the study's first hypothesis confirm that intensity of interprofessional collaboration has an effect on patient satisfaction. This significant effect was found among a specific group of patients rather than in all patients. The results suggest that patients who have a high level of education and perceive their state of health as fair, poor, or very poor are more satisfied when they are treated by a team with a high intensity of interprofessional collaboration than they would be if they were treated by a team with a low intensity of interprofessional collaboration. For practical significance, the difference observed (0.5 point on a scale of 1-5) may be considered significant, given the fact that scores for patient satisfaction are very high and stable. 14 This suggests that a difference in the intensity of collaboration, such as that existing between the 2 groups in this study, will only be perceived by a more highly educated and more ill group of patients. A greater difference in intensity of collaboration would probably have produced statistically significant results in other groups of patients. Our ability to observe a difference in the satisfaction level of the better educated and more ill patients may be explained using aspects of the main theoretical models of satisfaction, which conceptualize this phenomenon as the result of patient values, perceptions, and expectations. 16, 39 We can therefore presume that the values, perceptions, and expectations of this group of patients are different from those of other patients. This implies that the intensity of interprofessional collaboration plays a critical role when this group of patients evaluates the care received during a hospital stay.
It has often been shown that both the patient's educational level and state of health are associated with changes in the level of satisfaction expressed by patients. 16, 17, 19 Studies have suggested that patients in poor health are often less satisfied with the information they receive from health professionals than do patients who are in good health. 40 This dissatisfaction with the information received may be reduced by the intensity of collaboration between the professionals through a better detection of an individual's need for information. The decision by professionals to organize their interventions around patient needs is one of the main characteristics of teams of collaborating professionals. 2 Indeed, the fact that better educated patients have greater expectations of their healthcare and services has been discussed as a possible explanation for reported differences in levels of satisfaction among groups of varying levels of education. 17 More highly educated patients have knowledge that allows them to apply more rigorous criteria to the evaluations of care. 41 These criteria can take into account the added value that a healthcare team working in collaboration brings to their work: better coordination, 3 a more comprehensive plan of care, 10,11 a cohesive attitude among the professionals with respect to shared goals, 42, 43 or even greater patient participation in decision making. 44 In this respect, better educated patients probably realize that they are able to assume a larger role in any decision making related to their treatment, so when they are faced with a poor state of health, they want to fulfill this role.
With respect to the second hypothesis, the findings show that the patients treated by teams with a high intensity of collaboration experienced slightly less uncertainty than those treated by the teams with a less intensity of collaboration. Patient uncertainty refers to a patient being unable to interpret events related to his or her illness, treatment, or hospitalization. This occurs when the patient receives ambiguous, complex, unpredicted, or incoherent stimuli. 21 Finding a difference in this variableVeven a small oneVis important for its practical significance because uncertainty produces negative psychosocial effects for both patients and their families. These effects include negative impacts on stress, quality of life, and ability to cope. 22 The difference in levels of uncertainty between the 2 groups was obtained by controlling for the reason for hospitalization, the only characteristic found to affect patient uncertainty. According to Mishel, 21 when a patient is hospitalized for the first time or is hospitalized to commence treatment, such as chemotherapy or radiotherapy, the newness and complexity of the experience create high levels of uncertainty. In contrast, when the treatment is routine and regular, such as the repetitive cycles of chemotherapy treatment, the events are familiar to the patient and are associated with lower levels of uncertainty. 37 Our findings support this conclusion, as patients admitted to a hospital to receive a programmed cycle of chemotherapy or radiotherapy experienced less uncertainty than did patients experiencing their first hospitalization, an unplanned hospitalization, or a hospitalization for reasons other than the administration of chemotherapy (eg, complications related to their illness).
Health professionals also exercise significant influence over the uncertainty experienced by patients receiving a cancer treatment, particularly when transmitting information. 45 It has been observed that for cancer patients, health professionals become the main source of information and education. 46 However, studies have also suggested that the information given to these patients is not always adequate because they would like more information, 47, 48 the information cannot always be understood, 49 or the patients and their health professionals disagree on the importance of different types of information. 50 One possible explanation for our finding that patients cared for by teams working at higher intensity of interprofessional collaboration report lower levels of uncertainty is that these teams may be able to better determine a patient's specific information and educational needs. Teams that collaborate are more focused on patient needs, 10, 12 and clinical activities such as assessments of the patients' needs for information and education are shared among all professional team members, effectively giving a more holistic and hence more complete view of the problem. 10, 43 Collaboration between healthcare team professionals can also be proven essential for avoiding inconsistencies in the information provided to patients, which is one form of patient uncertainty. 21 Information is inconsistent when it changes often or does not agree with the information received earlier by the patient. 23 As a result of the information sharing and coordination that are typical in healthcare teams working in collaboration, 3, 42 it is probable that all members of the teams that collaborate more closely are able to provide the patient with consistent and coherent information.
As for the third hypothesis, our findings suggest that a significantly larger proportion of patients treated by teams with a high intensity of interprofessional collaboration had their pain managed adequately than patients treated by teams with a low intensity of interprofessional collaboration. For each group of 100 hospitalized cancer patients, the teams exercising greater collaboration managed pain well for 10 more patients than did the teams that collaborated less. Given the importance currently given to controlling pain in hospitalized patients, this finding is very important.
This finding was obtained controlling for the sex of the patient, the only organizational or personal characteristic in our sample that had an impact on adequacy of pain management. According to these findings, pain is controlled well in a significantly larger proportion of the male patients than female patients. Other studies that have used PMI to evaluate the adequacy of pain management in cancer patients were also able to identify sex as a variable with an impact on this indicator, 26, 27 with the pain of women being generally less well controlled than that of men. This can be explained by the observation that there is a gap between the physician's and the patient's estimates of the severity of pain, and this gap can be more marked when patients do not have the same age, are not of the same sex, or do not have the same ethnic background as their physicians. 26, 27 When there is less interprofessional collaboration and decision making becomes progressively less shared, the physician's tendency to underestimate the severity of pain can become more evident. This means that as the intensity of collaboration between professionals increases, pain management becomes more holistic and more based on the points of view and the expertise of the various professionals on the team, and this is indispensable for an adequate pain management. 24, 51 It is recognized that inadequate pain assessments are one of the main obstacles to good pain management in patients. 26, 27 In healthcare teams that collaborate less, deficiencies in communication between professionals result in less adequate pain management, probably because of an improper reading of the problem, a duplication of activities, or a fragmented assessment approach. 24 This can explain the differences observed in the adequacy of pain management provided by the 2 teams in the high-intensity collaboration group versus the 2 teams in the low-intensity collaboration group.
Finally, findings from our analyses did not confirm the fourth hypothesis on length of hospital stay. They showed no difference in the length of hospital stay between the patients in the high intensity of collaboration group and those in the low intensity of collaboration group. Despite the fact that there was no clear evidence on the effects of interprofessional collaboration on the length of stay, 31 theoretically, length of stay should have been shortened with the provision of a more appropriate and better coordinated care as a characteristic of collaborative work. Our study has not been able to confirm this hypothesis.
There are several possible explanations for the similarity in the length of hospital stay between the 2 groups. It is possible that the difference in intensity of collaboration between the 2 groups was not large enough to produce a significant effect on the length of hospital stay for this type of hospital patient. In fact, we tested this hypothesis on a sample comprised only of patients hospitalized for chemotherapy (DRG 410). We believe that differences in intensity of collaboration must be very large before a significant change will be detected in the length of very short and very systematic hospital stays, such as those represented by the subsample used. In this respect, it must be emphasized that as a consequence of using teams working in programs tailored to each tumor location, we could not effectively test the influence of the patient diagnosis variable. We believe that this represents a limitation in the evaluation of the effect of intensity collaboration on length of stay because different chemotherapy protocols for the specific location of the tumor determined the length of the patient's hospital stay. This study's findings can be generalized for different patient populations in different places of treatment. Through the same mechanisms by which intensity of interprofessional collaboration acted on satisfaction, uncertainty, and pain management in this study, other types of hospitalized patients, such as patients in a hospital for surgery, can also benefit from the collaboration of professionals. These findings can also appear in other settings of oncology treatment, such as rural hospitals or outpatient clinics, where interprofessional collaboration also becomes a key aspect of the quality of healthcare offered to patients.
n Conclusion
This study has shed light on a complex area of research: the outcomes of interprofessional collaboration in health. One of the consequences of this complexity is that very few studies have examined the effects of interprofessional collaboration on patients. This study's findings offer substantial evidence that the intensity of collaboration developed on interprofessional oncology and hematology teams has an impact on patient outcomes in terms of satisfaction, uncertainty, and pain management. There have been repeated calls for evidence such as this, particularly in contexts such as hospital care, which is characterized by complex clinical processes that make interprofessional collaboration indispensable.
